Results. Only five abortions (1%) found in the hospitals were not reported in the Abortion Register. A total of 95% of all Register information was identical to that in the medical records. There were quality problems in reporting some variables: the length of pregnancy (definition problems), the classification of the abortion procedure, and social class (out-of-date classifications). Furthermore, early complications were poorly reported. Conclusions. The data from the Finnish Abortion Register are a reliable source for monitoring trends in the abortion rate and its variation by subgroups, but are an unreliable source for the study of the medical aspects of induced abortion.
Since the 1970s, the number of induced abortions (later: abortions) in Finland has declined (Figure 1 ). The number of abortions was at its highest in 1973, 3 years after the liberalization of the Abortion Law, when 23 362 abortions were performed (19.6 per 1000 15^t9 year old women). In 1993, 10 342 abortions were carried out (8.1 per 1000 15-49 year old women).
1 There is no reliable information on the number of illegal abortions, but 18 000-27 000 abortions were estimated to occur yearly from 1958 to 1966. 2 After the liberalization of the Abortion Law, the number of illegal abortions registered in the hospitals has been small, less than 10 per year during the 1990s.
In recent years the abortion rate in Finland has been one of the lowest among industrialized countries (Table I) . However, international comparisons of abortion rates have been questioned because the abortion rates for some countries have been characterized as incomplete. David 3 has claimed that the reported statistics from Germany, France and Italy are invalid, and Henshaw 4 has suggested the case is the same for many industrialized Asian countries. Thus it is reasonable to ask, could the low Finnish abortion rate as well as the declining trend be a false phenomenon due to incomplete registration?
The purpose of this study was to assess 1) the completeness of the recording in and 2) the validity of the Finnish Abortion Register. This was done by comparing the number of abortions in hospital registers and databases, and the data in women's medical records, to the Abortion Register. To provide some background, the Finnish Abortion Law and Abortion Register are briefly described.
Abortion Law
Before 1950, abortion was illegal in Finland unless the pregnancy risked the woman's life or health. According to the 1950 Abortion Law, the principal reason for a legal abortion was medical, 5 but it was possible to take other circumstances, such as a woman's social distress, into account in decision making. In 1970, a new and relatively liberal Abortion Law was introduced. allowed if at least one of the circumstances listed in Table 2 is fulfilled. Between 1970 and 1978, the upper limit for an abortion was 16 gestational weeks, but a higher limit of 20 weeks was allowed for special reasons or if the reason was the medical condition of the fetus. In 1978, the general limit of 16 weeks was changed to 12. In 1985, the limit of 20 weeks in the case of a fetal medical condition was changed to 24 weeks. There is no time limit for an abortion if the pregnancy is a threat to the woman's health or life.
In most cases, written permission has to be obtained from either one or two physicians (Table 2) . After the 12th week of gestation, in the case of a fetal medical condition or if permission for an abortion has not been obtained from a physician, the National Board of Medicolegal Affairs (NBMA) has the right to allow an abortion. The majority of abortions are allowed on the basis of the considerable strain for the woman (Table 2) .
Abortion Register
The medical authorities have collected individual data on abortions since 1950, and the data were computerized in 1977. The data collection form, which was introduced in 1977, includes information on the woman's social and reproductive background, the reason(s) for the abortion, the procedure used, and any early complications. According to the Abortion Law, the physician performing the abortion has to fill in a form for each case, and send it to the health authorities not later than 4 weeks after the abortion. If the form seems to be incomplete, additional information will be asked for from the hospital by the National Research and Development Centre for Welfare and Health (STAKES). If it appears that an abortion was performed under circumstances not mentioned in the law, the NBMA will ask for further information. 
METHODS
In 1993, the total number of hospitals performing abortions in Finland was 79. To assess the completeness of the Abortion Register, we took a sample of all abortions performed in 18 hospitals in three counties during 6 weeks in October-November 1993 (N = 482). The 27 hospitals in the three counties were stratified by five hospital levels and two-thirds of the hospitals were chosen randomly for each level. A senior year medical student (VU) travelled to each hospital to collect the data. To identify abortions, he used the hospitals' own local registers and other information sources, such as operating room intervention lists. The abortions found in the hospitals were individually compared using women's personal identification numbers to the cases reported to the Abortion Register.
To limit the amount of work, the validity of the Register information was studied by using a smaller sample. This sample included all abortions performed in the same hospitals during November 1993, and reported to the Abortion Register. The medical record for one abortion was not found and another case was missed because of an error in the woman's personal identification number in the Abortion Register, giving a final sample size of 345.
A data collection form for the Abortion Register was independently completed for each case. For gestation length, extra information was collected. In addition to the time of last menstruation, we collected data on gestation length as defined by ultrasound.
The data from medical records and from the Abortion Register were individually linked using the woman's personal identification number. The information from the two data sources was compared using a data-quality index, which is equivalent to the percentage of the cases with concordant information in both sources. 7 Data quality indexes were classified into three groups: good (s=99% agreement), satisfactory (90-98.9% agreement) and unsatisfactory validity («90% agreement).
RESULTS

Completeness
Only five out of the 482 abortions traced in the sample hospitals were not reported to the Abortion Register, giving 99% record completeness. The Abortion Register contained six women for whom no information on abortion was found in the hospital records. The five abortions missing in the Register and the six abortions not found in the hospital records were separately checked to be different cases.
Validity
When studying all the variables in the Abortion Register, 95% of the information was found to be identical to that in the medical records. Of the 22 variables which have to be reported for each woman, 7 items showed good, and 11 showed satisfactory validity levels. The four items reported with unsatisfactory validity were the woman's contraception after the abortion (agreement 89%), the type of abortion procedure (88%), social class (80%) and gestation length (64%). When using ultrasound instead of last menstruation for the estimation of gestation length, agreement was better (81%). When tolerating an error of one week in the gestation length, agreement became satisfactory (Table 3) . When using women's last menstruation date as the basis for estimating gestation length, we found three cases in the medical records, but not in the Register, in which the limit of 12 weeks was exceeded (Table 3) . However, when defining gestational weeks using ultrasound, no cases violating the limit of 12 weeks were found.
Early complications (those occurring within 2 weeks after the procedure) should be reported in the Abortion Register (no complications, eight alternative diagnoses and one alternative for other diagnosis with an open-ended question). Only 9 of 32 women with complications found in the medical records were reported as having complications in the Register too. Only four of these nine complications were correctly reported, giving a data quality of 13% for this item.
The data quality of the variables which do not have to be reported for each woman, were poorer. Of these nine items, four were satisfactorily and five unsatisfactorily reported. For the latter variables (years of previous abortions, diagnosis of the reason for the abortion and information on engagement and cohabitation status for single women), the data quality indexes varied from 75% to 82%.
DISCUSSION
Our study shows that the declining Finnish abortion trend, which has also occurred in other counties, is unlikely to be explained by poor reporting: the coverage of the Abortion Register seemed to be very good-99%. Although our study included only a sample of hospitals, we have no reason to suspect that there would be more negligence in other parts of the country. Furthermore, it is unlikely that an abortion would have been missing both from the Abortion Register and medical records.
Our results concern only the general coverage of the Register, and there may be some small subgroups with poor reporting which could not be traced with our sample. Ritvanen 8 has recently reported that there were 216 abortions performed in 1993 for fetal medical reasons, but the number of cases in this group in the Abortion Register was only 169 (78%). The reason for the poor coverage of this subgroup may be the double registration required by the Abortion Law: first an application to the NMBA (Table 2 ) and then the notification of a performed abortion to the Abortion Register. It is possible that providing almost identical information to the medical authorities a second time more often leads to omissions.
The declining abortion rate could not be explained by omissions in the Abortion Register. Therefore, other reasons have to be sought. Factors such as a health care system that provides universal access and free-ofcharge family planning services, sex education given in all schools and wide use and availability of a broad range of contraceptives have been suggested. 3 -9 ""
The validity of most variables in the Abortion Register was high. However, some data quality problems were found, of which the most important ones concerned social class, the type of the abortion procedure used, gestation length and early complications. Social class has been carelessly coded in the Register. The types of procedures specified in the form have been the same since 1977 and are poorly adaptable to clinical practice in the 1990s. Our study showed that the Abortion Register cannot be used to monitor complications after the abortion.
Although gestation length is the most important variable in the Abortion Register from the legal point of view, poor validity was found for this item. The data quality was better, but not satisfactory, when we used ultrasound as an estimation method, as those reporting to the Abortion Register apparently had done. To increase the validity of the Abortion Register, more detailed instructions on how to count and report gestation length should be given, or the hospitals should be asked to report both last menstruation and the best clinical estimate of gestation length.
